The case Mrs. X is 27 year old lady para one who presented with history of one year of left lower quadrant pain which was nagging pain, worse at night and often present late in the afternoon after prolonged periods of standing. She also complained with pain in groin region radiating to vulva, bladder irritation symptoms such as frequency and dysuria. The pain was noncyclical and refractory to analgesic therapy. In addition, she complained of dyspareunia and pain with bowel movements and her menstrual history was remarkable. Examination revealed no varicosities of lower extremity. Pervaginal examination revealed uterus bulky in size, fornices were tender, cervix was healthy and cervical excitation test was positive. Ultrasound examination demonstrated extensive pelvic varicosities. She was counseled for abdominal hysterectomy as there were no facilities for ovarian vein embolisation, the specific treatment of PCS. A total abdominal hysterectomy was performed. Intraoperatively, there were visible varicose veins through the peritoneum in the infundibulopelvic ligament. Ovaries were healthy and normal in size. Postoperative course was uneventful and she was discharged on 5 th postoperative day. She was asymptomatic in subsequent follow-up visits except pain in vulval and groin region due to vulval varicosities. Postoperative histopathological examination of uterus did not revealed any pathologic abnormalities. During discharge she was advised not to work in prolong standing position and pregabalin drugs were given for three months.
Discussion
The causes of ovarian varicoceles are probably multifactorial, involving both mechanical and hormonal factors. During pregnancy the vascular capacity of the ovarian veins may increase to 60 times the normal value and remain this way for months after delivery. 7 Dilatation of ovarian veins causes vascular incompetence and retrograde venous flow. Dilated veins are more frequently present with increasing parity. [8] [9] [10] [11] The fact that PCS affects only premenopausal women suggests correlation between PCS and ovarian activity.
10 Over times venous distension can render the valves incompetent. Additionaly, the weight gain with anatomic changes in the pelvic structures during pregnancy may cause chronic intermittent venous obstruction. Blood pooling in the pelvic and ovarian veins may cause further engorgement and thrombosis and mass effect on nearby nerves collectively contributing to pelvic pain. The complaint of chronic pelvic pain constitutes about 10-40% of all presentations to obstetrics and gynecology outpatient clinics. 11-13 Pelvic ultrasound and computer tomography scans are usually the first imaging modalities in the evaluation of patients with chronic pelvic pain. Ultrasound with Doppler examination provides dynamic information about visualized venous blood flow. Criteria for the sonographic diagnosis of varices include: a) visualization of ovarian veins more than 4 mm in diameter, b) Dilated tortuous arcuate veins in the myometrium that communicate with bilateral pelvic The diagnosis of chronic pelvic pain constitutes about 10-40% of all presentations to obstetrics and gynecology outpatient clinics.
11-13 Pelvic pain among women is a common condition which may be caused by various reasons. The most common causes include endometriosis, pelvic adhesions, atypical menstrual pain, urological problems, pelvic varicocele, spastic colon syndrome and psychosomatic disorder. 11 Dilatation of broad ligament and ovarian plexus veins and the presence of incompetent ovarian veins are a specific entity known as PCS or pelvic varicocele. Women with PCS are typically less than 45 years old and in their childbearing age. Ovarian veins increase in size related to previous pregnancies. Studies showed that 30% of patients with chronic pelvic pain have PCS as the sole cause of their pain and an additional 15% have PCS along with another pelvic pathology.
